Happy 100th anniversary to the multiple-choice question! First introduced by Fredrick J. Kelly to evaluate high school students, the standardized multiplechoice test has proliferated, growing from its initial use in secondary education to document competency in reading to a factor in determining college admission, and ultimately, to the model used to determine board certification and licensure for physicians, lawyers, and other professionals.
Board certification for physicians via testing was first introduced in the field of ophthalmology in 1917. In 1933, specialty boards representing dermatology, ophthalmology, obstetrics, and otolaryngology formed the American Board of Medical Specialties (ABMS). The American Board of Internal Medicine was incorporated in 1936 and became the ninth member of the ABMS in 1937. In the United States, specialty boards, as they appeared, incorporated separately from the specialty organizations themselves. In 1981, these organizations, including the American Medical Association, and the American College of Surgeons, established a unifying body to oversee residency education through the Accreditation Council for Graduate Medical Education (ACGME). By 1991, there were 24 ABMS member specialty boards, all agreeing to a specific set of criteria and type of standardized testing to recognize specialty training and competence. A similar organization, the American Osteopathic Association recognizes 6 specialty boards for doctors of osteopathic medicine.
This year is also the 100th anniversary of the National Board of Medical Examiners (NBME), which provides testing for medical students on behalf of state licensure boards, thereby certifying practice readiness. The NBME mission statement-"protect the health of the public through state of the art assessment of health professionals"-frames their goal in philanthropic terms. The organization's 2013 annual report 1 gives an overview of its multiple roles in testing US, Canadian, and foreign medical students as well as its collaborative work in helping multiple other professional medical organizations to develop their testing procedures. The NBME, American Medical Association, American Association of Medical Colleges, American Hospital Association, Council of Specialty Medical Societies, and Federation of State Medical Boards are all associates of the ABMS. These organizations are positioned to define what medical specialties are real and which practitioners ought to be recognized as board certified.
During the 1990s, these organizations decided that lifetime qualification after board certification was not stringent enough and introduced a new testing concept, the maintenance of certification (MOC). Where once passing your boards granted a lifetime membership, now recertification has become mandatory for most ABMS boards as a means of providing evidence of continued learning and competence.
The American Board of Cosmetic Surgery (ABCS) requires its members to be certified in one of the ACGME surgical specialties and has now followed the lead of other specialty organizations in offering an MOC in cosmetic surgery. THE ABCS has not determined whether members will be required to recertify in their primary specialty or simply maintain the ABCS MOC.
Publically available Information shows the NBME to have assets of $300 million and an annual income over $100 million. Like many other highly successful nonprofit organizations, the NBME shows how lucrative nonprofit status has become, to say nothing about the income stream that comes from professional educational testing. In a medical environment where EDITORIAL Testing, Testing, Testing Jane A. Petro, MD, FACS "evidence based" has become a holy mantra, it is reasonable to ask, "How well do these tests work in documenting competence or knowledge?" In a 2006 editorial, Dr. Christine Cassel, then head of the ABIM, and Dr. Eric Holmboe noted that the ABIM and the ACGME agreed that the quality of medical practice depends not only on information based learning but also on what they referred to as the core competencies of systems-based practice and practice-based learning and improvement. 2 This trend toward recognizing the need for outcomes evaluation based on data is in the early stages of implementation but is not remote. Although Dr Cassel and Dr Holmboe mount a vigorous defense of MOC and board testing requirements, they note the lack of concordance between testing certification, professional acceptance by insurance carriers, hospital privileges, and public understanding of physician credentials. Further, they suggest a partnership between testing organizations, health plans, and hospitals as a means of coordinating outcomes assessment of individual practices. This conglomeration of organizations controlling medical practice through payment, privileges, and practice regulation has already infringed on the doctor-patient relationship through a variety of processes, including preauthorization, prior approval, and mandated practice algorithms. The MOC process, now part of all specialty certification by professional societies adds economic burdens to the practicing physician through loss of time from practice, cost of courses preparing for MOC testing, and time and cost taken at secure testing facilities to document test competency, a process that still has not been shown to indicate quality of care either through outcomes, reduced complications, or cost benefit in the doctorpatient relationship.
This increasing cooperation among testing agencies, accrediting agencies, and medical and surgical specialty organizations represents a complex challenge to the individual practitioner. In 2014, the ABIM announced that it would begin reporting physicians who did not complete their MOC recertification. 3 A recent uprising, reflected in a pertinent opinion piece in the New York Times 4 by medical subspecialists against the MOC requirements of the ABIM, has caused that organization to reconsider its requirements. 5 In response to massive criticism, the ABIM has offered a public apology regarding its MOC requirements 6 to the applause of professionals in the fields of cardiology, endocrinology, and family practice, among others. As a result, the entire MOC process is being reevaluated, and plans to report those not taking the exam are on hold.
The ABMS plays a significant role in determining standards for physician certification. While claiming great relevance and holding considerable power within organized medicine, the ABMS has not certified a new board since recognizing the American Board of Medical Genetics and Genomics in 1991. Member boards may offer subspecialty certificates, such as those for hand surgery and for head and neck surgery under the American Board of Plastic Surgery or those for dermatopathogy and pediatric dermatology under the American Board of Dermatology. 7 The ABMS, however, offers no board examinations in cosmetic or aesthetic surgery. This leaves the claims of ownership to various specialties in the field of cosmetic surgery open to considerable doubt. Cosmetic surgery seems to be an orphan specialty at the least.
One thing all ABMS specialty boards have in common is the claim that, through testing, they can attest to competence in the field they claim. The proliferation of testing within these boards and the proliferation of nonrecognized boards continue to expand. The medical testing industry is just that: an industry. And it is an industry that derives its income from testing and certifying professionals. Expanding their postgraduate certification process into the MOC arena guarantees a continually expanding revenue stream. The Table documents the tax-reported income for several boards. Industries gaining this kind of momentum run a real risk of becoming self-perpetuating entities, divorced from their original value. To what extent does removing lifetime certification and instead requiring regular MOC examination meet the needs of the testing industry more completely than determining professional competence?
At the risk of confusing an already very confusing situation, it must be noted that the Accreditation Council for Continuing Medical Education (ACCME) is also rolling out new standards for what constitutes an important part of physician accreditation and continuing education: continuing medical education (CME). Commercial support for US physician education in 2006 reached $1.2 billion dollars, nearly 60% of the total revenues for accredited CME providers. 9 In their annual report for 2013, the ACCME notes that commercial financing of CME had declined to $600 million dollars. 10 The total income reported by the ACCME has not gone up significantly between 2006 and 2013. This decrease in commercial support is both admirable (it is hard to turn down money) and necessary (bias is well documented in such activities). But the cost difference must be supplemented from the physicians, supporting institutions, and other payers instead. The increased costs of CME, MOC, and other requirements for practice recognition increase the burden of costs, which must inevitably be passed to the consumer. Yet, other than boutique practices and cosmetic surgery, physician reimbursement is declining and tightly regulated. No wonder a cosmetic practice becomes attractive to so many diverse practitioners. This does little to dispel the concerns about quality of care and patient safety that are supposedly at the heart of all this mandated testing, certification, and regulation. A more comprehensive discussion of these issues can be found in another article by Cassel and Holmboe, this one regarding the role of specialty board certification. 11 The gap in certification for cosmetic surgery offered by the ABCS provides a significant opportunity for emerging cosmetic surgeons to find a home and for established practitioners to become a fellow in the American Academy of Cosmetic Surgery. There is, however, an even more significant gap within the surgical community as a whole in defining how any written MOC would be relevant without also providing benchmarks for excellence, outcomes, and standards of care within surgery, let alone cosmetic surgery. A multiple-choice question simply does not sufficiently document the elements of good surgical knowledge, practice, and professionalism. How the medical testing profession will structure an appropriate means of determining a surgeon's professional competence is unclear. Data collection from practitioners through insurance plans, government reimbursement, and hospital and large group practice associations is already underway. The unique niche held by cosmetic surgery practitioners, who are independent, in private practice, and essentially off the radar of typical medical reimbursement schemes creates a challenge. Patient safety, professional competence, and our own desire to be recognized within this larger medical/surgical community requires that we meet the challenge of certification, not just through testing but also through other, as yet undefined, means.
